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People react differently to illness and disability, finding in the
experience varying degrees of frustration and satisfaction.
Some of the things which patients fear excessively are:
receiving services for which they could not payj wearing
an appliance; entering or leaving the hospital; having some
part of the body removed.^
Incapacity usually elicits special consideration from
others; the sick person becomes the object of concern and
the focus of attention from which he may derive some
pleasure. He may also enjoy to a certain degree his de¬
pendent state and the personal physical care he receives
from those waiting on him.^
However, in general, physical disability may be considered as a negative,
frustrating, and anxiety-producing event. It represents an attack upon
the patient by an often unknown force. At least temporarily it has con¬
trol of certain activities which the patient normally has under his own
command.
Illness may be the result as well as the cause of emotional disturbances
therefore, an understanding of the emotional meaning of illness to the
patient is important in diagnosis and treatment. HVhen illness is the ex¬
pression of inner tensions, it is perhaps the best solution the patient can
Harriett M. Bartlett, Some Aspects of Social Casework in a Medical
Setting (Chicago, 1940), p. 117.
Frances Upham, A Dynamic Approach to Illness (New York, 1949), p. 16.
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achieve at the particular moment.
The weight of reality burdens that patients assume varies considerably,
and patients differ greatly in their capacity to handle pressures. The
emotionally mature patient can ass\mie more responsibility, and can tolerate
more frustration of his personal needs than the patient whose psychological
development has been arrested or disturbed. The way the patient manages
the problems connected with his illness and medical care is a reflection
of his usual pattern of behavior. This behavior often reveals the quantity
and quality of his anxiety, his ego strengths, and the nature of and the
extent to which he uses various defenses.^
Because defenses are a means of handling anxiety which is oveirwhelming
to bear, they should be regarded as useful. The patient utilizes various
defense mechanisms that have helped him maintain his equilibrium in the
past. Attempts to strip the patient of these protections by direct attack
can result only in greater anxiety and, therefore, more extensive defen¬
sive reactions. The reality situation should be made more satisfying or
less threatening, or his ego should be strengthened to cope with his
problems.^
Understanding the "whole person" in relation to his illness, and the
effects of anxiety on the patient's functioning is a prerequisite for the
members of the medical team ministering to the patient. A sense of anxiety




The Social Service Department functions effectively when closely re¬
lated to the practice of medicine. It is set up as one of the groups of
specialists in the hospital to facilitate treatment of the patient.
Physicians have given increasing recognition to the significance of the
interrelatedness of social factors and the cause and treatment of disease.
In considering and understanding these factors, physicians have fomd it
necessary and helpful to utilize the skills and knowledge of the medical
social worker.^
The social worker helps in the restoration of health, and attempts to
prevent personal and family deterioration as a result of illness. The
social worker facilitates medical care, and develops in the patient the
p
capacity to use medical care constructively.
The psychic structure of children of all ages is different from that
of adults; therefore, consideration of their medical and emotional factors
deserves special attention. Until the child has successfully passed through,
the various stages of psycho-social development, he has not achieved his
full psychic structure. The various periods of development have their
particular characteristics and special points of vulnerability. Successful
development depends on the degree of sec\irity and support that the child
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gains at every stage of his development from those ministering to his needs.
Although the nature of support the child requires from his parents
varies with his stage of psychosocial development, the ill child, at ajiy
^Bartlett, op. cit. , p. 28,
%bid., p. 29.
5
Eokka Gordon, "Treatment of Problems of Dependency Related to Ill¬
ness," p. 169 (as cited by) Dora Goldstine, Readings in the Theory and
Practice of Medical Social Work (Chicago, 1954), p. 163.
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age, benefits from the support of both parents. Their feelings and
attitudes toward the child and his disability can be very significant in
relation to his recuperative process. Their attitudes may reflect guilt
feelings toward themselves, or the child, a feeling of shame or humilia¬
tion, or a lack of confidence in the medical treatment prescribed.
The child's disability is not always accepted by his parents. Conse¬
quently, the child, himself, does not learn to accept it and strive to
live with it. The child's fear and anxiety are sometimes too great to
permit him to function realistically. He is emotionally unable to function
because of the inherent threat in continued medical treatment, or because
2
a good doctor-patient relationship has not been established.
There may also be some practical factors which should be considered
in relation to the child's recuperative process: the parents' working
hours which conflict with clinic hours, financial limitations as to trans¬
portation to the clinic, moving to another state, or transferring to
another clinic.
Since the child is vuaable to make his own decisions as to medical care,
this is the responsibility of his parents. The extent of his parents'
understanding regarding his illness and needs will determine to some extent
the amount of and effectiveness of the medical care he receives.
A fairly large number of handicapped children attending the Orthopedic
Clinic, Cook County Hospital, Chicago, Illinois were delinquent in their
attendance to the Clinic without any known reason. It was assumed that
some of the previously stated reasons for failure to continue medical
^arol Cooley, Social Aspects of Illness (Philadelphia, 1951), p. 42.
^Ibid., p, 43.
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■fcrea'bmen't were prevalent among this group. The hospital had six ortho¬
pedic clinics each week, and the agency was interested in ascertaining
why some children were delinquent in their attendance to the Clinic.
The social worker was unahle to contact every patient who failed to
keep his clinic appointment. However, if she had worked with the patient
previously and realized that he should be continuing treatment, another
appointment date was mailed to him. Sometimes the worker was unable to
contact all known delinquent patients due to the heavy caseload. Conse¬
quently, the patients selected for this study had received no previous
correspondence before they were interviewed by the writer.
Purpose of Study
The purpose of this study was to discover why some children with seri¬
ous orthopedic conditions failed to complete the course of treatment at
the Orthopedic Clinic, Cook Comty Hospital, Chicago, Illinois.
Method of Procedure
Available literature, pertaining to the subject, was read and studied,
as a means of obtaining more knowledge and fuller insight into the medical,
social, and emotional aspects of orthopedic disabilities.
Information concerning the Orthopedic Clinic organization and procedures
was obtained from hospital annual reports. In order to obtain information
concerning the child's delinquence in attending the Clinic, the parents
and Clinic staff were interviewed, and case records were read.
A list of the delinquent cases was secured from the Clinic statistical
file which covered the period from August, 1954 to December, 1957. The
total group included 45 cases, of which 25 were selected for the study.
The sample was chosen on the basis of diagnoses, prognoses, and medical
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recommendations prescribed. These children had the most serious diagnoses
such asj poliomyelitis, tuberculosis of the joints, and ostemyelitis. They
were in dire need of continuous medical treatment and follow-up service.
For analytical purposes, a schedule was constructed to record perti¬
nent information obtained from case records and interviews with parents.
Scope and Limitations
The study was based on twenty-five cases of children with serious
orthopedic conditions. These children had failed to complete the course
of treatment at the Orthopedic Clinic, Cook Coimty Hospital, Chicago,
Illinois during the period from August, 1954 to December, 1957. They had
missed two or more appointments without any known reason. The sample in¬
cluded children of white, Negro and Puerto Rican racial groups, both sexes,
and their ages ranged from seven to sixteen years.
The study excluded children with mild diagnoses such as; simple frac¬
tures, and mild cases of club foot, and lAiiere clinic attendance was optional.
The data was limited in some respect because two families were not com¬
pletely cooperative with the writer. These families refused to answer
certain questions as to family situation and the child’s behavior.
CHAPTER II
AGENCY SETTING
Cook County Hospital, Chicago, Illinois provided hospitalization and
medical care for the indigent sick of the county. The hospital provided
both in-patient and out-patient services. All professional and non¬
professional disciplines were coordinated in order to facilitate maximum
health benefits for the patient. A warden, medical superintendent, medi¬
cal director, and a clinic director functioned cooperatively in their
respective capacities to promote imity and coordination. The Cook County
School of Nursing, a private organization not connected with Hospital
Administration, was responsible for nursing services, and the departments
of Social Service and Dietetics.^
For the purposes of the study, only out-patient services and social
service will be discussed in detail. Other aspects of agency setting will
be briefly presented.
Out-Patient Services
Development of Services— Before 1940, Cook County Hospital did not
recognize an Out-Patient Department, although Orthopedic, Pre-natal, and
Cardiac Clinics were being held in the examining and surgical rooms of the
hospital. The hospital administrators felt that a recognized Out-Patient
If not otherwise indicated, the data in this Chapter was obtained
from; Josephine Taylor, "General Historical Statement," (Chicago,
Illinois, Cook County Hospital, 1955), (Mimeographed),
7
8
Department -would increase the number of hospital admissions -which were
already on a high leTel,
In 1940, due to a change in philosophy, -the hospital purchased the
West Side Hospital which had gone bankrupt during the depression. The
building was remodeled and named Fantus Clinic; housing most of the out¬
patient clinics.
The clinics furnished various services to the indigent sick of the
coimty. They actually descreased the load upon the hospital, inasmuch
as adequate medical care could be given to convalescing and ambulatory
patients who might otherwise have had to prolong their hospital stay, or
be admitted to the hospital for treatment.
Table 1 shows that the out-patient clinics have become an integral
part of the care and trea-bment of the indigent sick of Cook County.
TABLE 1®"
ODT-PATISilT CLDIIC VISITS 1947 TO 1957












^Annual Message of Daniel Ryan, President of Board of Commissioners
Cook County, Illinois (Chicago, 1957), p. 135.
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Types of Clinics— The purpose of the out-patient clinics was two-fold.
First, the clinics served as a "follow-up" for convalescent care of patients
who had heen released from the hospital. Clinics serving this purpose were
called "closed" clinics. Secondly, the clinics offered medical care to
patients who were not ill enough to he hospitalized. Clinics serving this
purpose were called "open" clinics.
The Orthopedic Clinic -- The Orthopedic Clinic was an "open" clinic,
i, e., patients were admitted directly from the hospital examining room.
Six orthopedic clinics were held each week; iii-onday through Friday mornings
and I'ionday afternoon. The intake of new patients averaged 10-12 on Mon¬
days, and 5-7 on the other days. It was difficult to estimate the total
number of individuals served on a given day or month; however, the Annual
Report for 1957 gives the following information. There was a total of
9,311 clinic visits from December 1, 1956 to November 30, 1957. Of this
number 6,484 were adults and 2,827 were children.^
Each orthopedic clinic had an attending doctor, who was an orthopedist
with great prestige in the community. There was a chief of orthopedic
staff whose duty it was to see that the service ran smoothly with regard
to policy and procediore. There were two resident doctors, two nurses, a
social worker, and a clerk.
Social Service Department
Development of Services— Social Service was first considered in 1910
when Mr. Sherman Kingsley of the United Charities sent one of his workers
^Annual Report of the Director of the School of Nursing and of the
Nursing Service for the Fiscal Year Ending November 30, 1957 (Chicago,
1957), p. 23.
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to the hospital to render services to the clients of that organization
who were receiving care at the hospital. This plan did not prove satis¬
factory, and within a year the worker v/as withdrawn.
In 1911, Miss Marion Prentiss, a nurse on the Obstetric Service,
pointed out the serious social needs of unmarried mothers, and the School
of Nursing decided that something must be done. Miss Prentiss was appoint
ed as the first social worker, and she, in turn, developed the interest
and support of many community groups. By 1918 the social service staff
had been increased because of the demsinds for social work services in
other aspects of the hospital program. However, special attention was
still given to unmarried mothers.
In 1932, during a financial crisis in the county, it was voted by the
School of Nursing to discontinue the social work services. The staff
doctors and interested persons in the community protested, and it was then
voted that these services be continued.
In October, 1934, Miss Helen Beckley, the Executive Secretary of the
American Association of Medical Social Workers, became the second director
She instigated reorganization of the department which resulted in equal
or complete coverage of all sections of the hospital. Miss Beckley initi¬
ated the supervisory program of the department. She was also instrumental
in planning a program to provide summer substitutes for regular social
workers, and a field work lanit for University of Chicago students. The
training program has widened to include students from the Atlanta and
Loyola Schools of Social Work. She was succeeded by the present director.
Miss Josephine Taylor, in December, 1938. Miss Taylor had been appointed
by Miss Beckley as the department's first supervisor.
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structure of the Department-- The Medical Social Service Department
had two sections! the General Hospital and Clinic Section and the Psycho-
patic Hospital Section. There v/ere forty-three workers, one director,
and two assistant directors. Since the staff was so small in relation
to the size of the hospital, it was impossible to work with every patient
admitted. Nevertheless, the department and hospital administration were
desirous of serving as many patients as possible. In general, the depart¬
ment depended upon the doctors and nurses, who knew every patient, to be
sensitive to social problems, and to refer patients to social service.
Social Service in the Orthopedic Clinic— From the beginning, social
service was an integral part of the care and treatment of the Clinic
patients. Before 1934, the social worker was both caseworker and Clinic
manager. She was in need of a clerk to handle all case records, filing
and X-rays. In 1934, the nursing service took over Clinic management,
giving the social worker additional time to assist patients with their
social and emotional problems.
The social worker in the Orthopedic Clinic was unable to serve every
patient admitted due to the increasing size of the Clinic, The worker
supplemented the referrals from doctors and nurses by attempting to inter¬
view all children \mder sixteen years of age, oases indicating social or
emotional problems, and all cases with serious diagnoses. The social
worker performed a real service in the Clinic through giving interpre¬
tation to the patient and doctor, securing orthopedic appliances, making
referrals to commvmity resources, and generally promoting the rehabilita¬
tion of the patient, his understanding of his illness, and his adjustment
to it
CHAPTER III
SOiTiE CCM140N ORTHOPEDIC PROBLESiS IN CHILDREN
Orthopedic abnormalities are not uncommon in chiMren, although the
field of orthopedic surgery is comparatively young in years. The term
"Orthopedics" was first given its name by Nicholas Andry, a French surgeon,
who in 1757, wrote his thesis on the prevention and correction of children's
deformities. Andry was not the first to be aware of these deformities;
two centuries before his era Pare wrote in his own ten-volume treatise
on surgery about the relation of posture and spinal deformities in yo\mg
girls. However, the impetus to orthopedics was stimulated by Andry, and
in the succeeding years, this field, as a branch of preventive medicine
had its growth.^
In order to clarify some of the common orthopedic problems in the in¬
fant, pre-adolescent and pre-adult individual, the writer felt it necessary
to divide the pathology into logical headings.
Congenital Deformities— These may be divided into two categories,
primary and secondary. In the former, it is conjecture that there is
pathology in the germ cells which causes a defect in the fertilized egg.
In the secondary type, it is believed that some other cause produces the
change in the normal fetus, such as injury to the mother, or nutritional
^Louis W. Boeck, "Orthopedic Problems in Childhood," Southwestern
Medical Journal, XXXIII (August, 1952), 286.
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defects to the growing child in utero.^
Club Foot is a usual abnormality} if discovered at an early age, in
most instances, it is quite amenable to conservative or non-operative
treatment. The elements of this deformity, varus of the forefoot, in¬
version of the entire foot, and equinus position are all three separate
problems. Although the intrinsic structure of the foot is not abnormally
formed, the imbalance created by this persistent position will eventuate
into deformities of growth. When this entity is identified in a new
baby, treatment may be begun in the first month by application of proper
plaster casts. If the deformity has persisted and bony changes have
occurred, then more severe surgical corrections to the mid-tarsal region
will be necessary, as well as lengthening of the heel cord to allow the
2
heel to rest on the floor. The condition is never as satisfactorily
treated in older children as in younger ones,
A not infrequent abnormality is congenital dislocation of the hip, a
condition in which the femoral head is located outside the acetabular sock¬
et. In the very young infant it is frequently overlooked, and later makes
its first visible presentation after walking has been established. With
the appearance, after the first year of life, of a shortened leg prominence
of the trochanter, the presence of abnormal skin folds on the inner aspect
of the thigh, and the eversion of the extremity, one can suspect the dis¬
location of the hip.^ In early cases, with proper care, excellent results






and the results, while satisfactory, are not as complete or desirable.
It is, therefore, important that early diagnosis be made.
Torticollis, or congenital wryneck, is frequently seen in orthopedic
clinics. Shortly after birth, there is a hard, fusiform swelling in the
sternocleidomastoid muscle on the side of the neck. As the muscle becomes
shortened, a visible poor relation between head and trunk is established
in which the head is tilted to the side of the pulling muscle, while the
chin rotates toward the opposite shoulder. If left untreated, this con¬
dition tends to be permanent, and causes developmental atrophy of iiie
side of the face closest to the deformity, with a shifting in the level
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of the eyes for normal usage. In early childhood, this deformity may
be corrected, but in later years the results are not satisfactory.
Infection— A second large category of children's orthopedic problems
consists of those related to infection. This covers a multitude of various
types of local and systemic infections. The dreaded problem of osteomyeli¬
tis has been a specter of a number of childhood infections for many years.
Osteomyelitis in childhood is a blood borne infection, the source being
derived from local infections in lymphatic organs or in staphylococci
infection of surface wounds. The present concepts of treatment consist
of primary treatment of the individual case. First and foremost, the
affected limb should be immobilized, either by simple traction, or in
plaster, to allow for relaxation of the structures and to prevent painful
^Lee C. Schlesinger, "Some Orthopedic Disabilities in Children,"
New Orleans ii^tedical and Surgical Journal, CIV (July, 1951), 9.
^oeck, op. cit., p. 285.
^Edward F. Rabe, "Orthopedic Problems in Childhood," Pennsylvania
Medical Journal, LVII (April, 1954), 340,
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motion. Secondly, attention should be paid to the care of the patient,
insofar as nutritional and fluid requirements are concerned,^
Septic arthritis of the joints is seen with increasing frequency in
young children in recent years. A mode of infection is believed to be
similar to that of osteomyelitis, namely, the invasion of the blood stream
by offending organisms which lodge in the crevices of the joints, rather
than in the end vessels of the metaphyses of the bones. The onset in
symptoms is almost identical with osteomyelitis, with the same t3q)e of
hyperpyrexia, malaise, dehydration, swelling of the joint with the presence
of an abnormal amount of synovial fluid and pain immobility, or the ex¬
tremity involved. In conjunction with aspiration and injection therapy,
the affected joint is opened and drained. The patient is continued in
traction with encouragement to active motion to assist the drainage, and
it is found that the wounds are healed within a short length of time, with
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only mild limitation of joint function.
Tuberculosis in childhood, as far as bone or joint structures are con¬
cerned, usually involves the joints of the hip or lower spine. Invasion
of the orgeinisms into the joint causes destruction of the articular sur¬
faces, with gradual loss of motion, and eventually complete ankylosis of
the involved articulation. The problem of the surgeon is to place the
limb in the best position so that when fusion does take place, the function





locomotion may ba continued in a limited but painless fashion. This may
take a long time; therefore, careful follow-up must be continued for a
number of years to see that no relighting develops.^
Paralytic Involvements— Anterior poliomyelitis is a problem which
has held the attention of the lay public and the medical profession in
recent years. The problem to the medical profession is primarily one
of early diagnosis and proper general care of the patient. From sin
orthopedic standpoint, the emphases are on the prevention of deformity,
the institution of proper rehabilitation measures, and in the later stages,
the use of such appliances and such surgery as will allow the patient to
become independent of external support.
Spastic paralysis is a different problem from that of poliomyelitis.
Spastic paralysis constitutes a loss of control of the neuromotor system
of the body, and may be present from a mild amount of loss of control of
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the extremities to a complete tetraplegia with speech and eye defects.
The chief concern is one of constant, persistent education. These patients
may be taught carefully, under guided instruction, to feed and dress them¬
selves and to perform useful fimctions. Proper bracing and support in
many instances allow the use of involved extremities to some degree, and
in these cases, where it is found that useful function can be employed by
a hand or foot with repair, certain types of operations may be performed.
Traimia— Trauma in childhood presents a slightly different problem
than in adulthood. It is seen quite frequently in the active child in
relation to the bones and joints. With early diagnosis and because of
^Schlesinger, op. cit., p. 6.
^Ibid., p. 7.
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the smaller tissues involved, restoration of fractures is not as difficult
as in the older patient. At the distal and proximal ends of long bones,
fractures or dislocations through the epiphyseal line must be accurately
studied and the epiphysis accurately restored.^ The parents must be told
that even minor trauma can cause sealing of the epiphysis and loss of
growth from that end of the bone, so that discrepancies of length may
appear at a later age. It is, therefore, important that these children,
even the mild cases, be followed for a longer period of time, to determine
2
if deformities of angulation or shortening will follow.
Static Involvements— Static involvements of the body are of primary
importance in the young child. One is made aware at the present time of
the importance of this by the numerous children being referred to the
orthopedic surgeon because of such deformities as pronated and flattened
feet, knock-knees, bow-legs, and the problems of poor posture. The problem
of the orthopedic surgeon, in these cases, is to recommend a satisfactory
type of shoe to shift the weight back to its normal position and re-create
the same line-up that was present before the knock-knees or bow-legs
resulted. Adjunct therapy with the referring doctor by the use of a
sufficient amount of vitamins seems to increase the healing process, since
it is knoTO that with the deficiency diseases, such as the lack of vitamin
*Z
D in rickets, there is a predisposition to the severity of the deformity."^
As far as general postural measures are concerned, prevention is the best
cure for postural deformities.
^abe, op. oit., p. 344.
^Ibid.
3
Boeck, op. Pit., p. 287.
CHAPTER IV
CHARACTERISTICS OF PATIENTS STUDIED
Age and Sex
In order to give a fairly representative picture of the patients
studied, a description of their age, sex, race, schooling, diagnoses
and prognoses was considered essential.
TABLE 2
STUDY SAMPLE BY AGE AND SEX
Sex
Age Number Male Female
Total 25 14 11
7 - 9 9 7 2
10 - 12 10 3 7
13 - 15 5 3 2
16 and over 1 1 0
Table 2 shows the age and sex distribution of the twenty-five cases
studied. Fourteen of these children were boys and eleven were girls.
Boeck points out that 6.9 per cent of patients sviffering from orthopedic
disabilities are children vtader 15 years of age, and the greatest frequency
of occurrence is from 7 to 10 years of age.^ This study indicated a range
^Louis W. Boeck, "Orthopedic Problems in Childhood,” Southwestern
Medical Journal, XXXIII (August, 1952), 285.
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from seven to sixteen years of age; the greatest number of cases, nineteen,
were in the seven to twelve year age groups. Ten of these children were
boys, and nine were girls.
Race
In Table 3 the twenty-five children studied are shown by race. Thir¬
teen of the patients studied were Negro, ten were white, and two were
Puerto Rican.
TABLE 3






Table 4 shows the twenty-five children studied by the type of school
they were attending.
TABLE 4




Twenty-two of the patients were attending public school, and three
were attending special schools. The special schools which these children
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attended, were geared toward helping them, to leam in an environment in
which they did not feel inferior because of their handicaps. Instead
they were helped to develop as fully as possible in accordance with their
physical limitations. The children in these special schools sesmed to
have limited mental capacities as their mental ages were considerably
lower than their chronological ages.
Religion
The twenty-five children studied were of two denominational groups,
namely. Catholic and Protestant.
TABLE 5




Table 5 shows the twenty-five patients studied by religion. Seven¬
teen of the patients were protestant, and eight were catholic.
Place of Birth
Although, the majority of the twenty-five children studied were born
in the state of Illinois, many of them were born in other states.
Table 6 indicates that fifteen of the children studied were born in
Illinois. The second highest, four, were born in Mississippi; and two
children each were born in Arkansas, Georgia and Alabama, respectively.
21
TABLE 6
STUDY SMPLE BY PLACE OF BIPTH







TaBle 7 indicates the diagnoses and prognoses of the twenty-five
children studied.
TABLE 7
STUDY SMPLE BY DIAGNOSES AND PROGNOSES
Diagnoses
Prognoses
Total Good Fair Poor
Total 25 10 14 1
Poliomyelitis 7 4 3 0
Tuberculosis 6 2 1 0
Club Foot 5 3 1 1
Osteomyelitis 3 0 3 0
Dislocation 3 0 3 0
Osgood-Schatter*s Disease 1 1 0 0
According to Dublin, poliomyelitis accounts for five per cent of the
disabled males and ten per cent of the disabled females in this country.
It is the leading cause of orthopedic impariment among children vinder the
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age of twenty-one.^ Table 7 shows that seven of the twenty-five children
studied had poliomyelitis, six with tuberculosis, five with club foot,
three with osteomyelitis and dislocation respectively, and one with
Osgood-Sohatter*s disease.
Table 7 also shows the prognoses for the twenty-five children studied
according to their respective diagnoses. Ten of the children presented
a good prognosis, fourteen a fair prognosis, and only one a poor prog¬
nosis. It was, therefore, assumed that the majority of the children
studied would probably have a satisfactory recovery from their illness
if treatment had been continued.
^Louis I. Dublin, The Facts of Life from Birth to Death (New York,
1951), p. 24.
CHAPTER V
REASONS FOR FAILURE TO CONTINUE TREABAENT
The study revealed that the major contributory causes for discontinu¬
ation of medical treatment at the Clinic were parental rejection, parental
overprotection, parental indulgence, and family disequilibrium,
TABLE 8






Table 8 shows that the major contributory factor in failure to con¬
tinue treatment at the Clinic was parental rejection. Parental over¬
protection, parental indulgence, and family disequilibriim followed
respectively with five and three cases. These reasons will be discussed
in order of their nmerical occurrence.
Parental Rejection
All parents do not feel the same wajr toward their children and a
particular parent does not feel the same way toward each of his children.
Consequently, the concept that all parents universally love their children
is fiction — a theory unsubstantiated by fact. The feelings of parents
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toward their children form a graduated continuous scale starting with
the parent who really loves his child and ending with the parent who
hates his child.^
Overstrict parents whose attitude toward the child is one of rejection
actually hate the child more than they love him. Briefly, consider the
daily life of a child whose parents hate him. From the time the child
awakens in the morning until he goes to bed at night, he is nagged,
scolded, and frequently slapped. His attempts at conversation are re¬
ceived with cold silence, or he is told to be quiet. If he attempts any
demonstration of affection, he is pushed away and told not to bother his
parents. He receives no praise for anything he does, no matter how well
he has done it. Generally, he is supposed to be seen and not heard.^
i/hen the child is suffering from a physical impairment or acquires
a physical impaiment, his parents are, therefore, vinable to give him the
kind of encouragement and help he needs in his struggle to cope with his
difficulties. Therefore, disturbances in parent-child relationships serve
as a contributory cause of continued disability of the child.
Fourteen of the children studied were rejected by their parents. These
fourteen children fell roughly into two divisions. In six of the cases
the parents were consciously aware of their rejection of the child. These
parents frequently criticized the child or his behavior; and the child
sensed his parents' feelings and frequently reacted by becoming antagonistic,




In the remaixiing eight cases the parents were not consciously aware of
their rejection of the child. The parents' rejection became conscious
when the child was unable to attain the ideals which the parents had for
him, or when his illness reactivated unpleasant experiences in their
parents.
The amoxmt of rejection shown by these parents was a factor in de¬
termining the extent of medical treatment the child received. They reveal¬
ed many reasons why the child had not been attending the Clinic; illness
in the family, lack of money for transportation, and that the child was
feeling well. All seemed to be valid reasons, but in relation to the
total picture they took on a different meaning.
One father had built up great hopes for his son, Ronald,
to become an athlete. His entire planning was in terms of
boxing, for he had never been able to fight his own battles.
Ronald developed poliomyelitis at the age of six years; all
four extremities were affected, removing the possibility
of his becoming a boxer. Ronald's father was unable to
accept this disappointment. Consequently, he developed a
dislike for his son, and became critical and sarcastic.
Coupled with the demands of Ronald's physical condition, the
father's rejection created an acute emotional situation for
the entire family.
This case indicated that in conjmction with physical treatment for
Ronald, some consideration must be given to the father's rejection, there¬
by improving the emotional situation of the entire family group.
Rejection by the parents often seemed to be on a more superficial basis
as far as the total picture was concerned,
A mother seemed to accept her eight year-old son, Jerry,
xmtile he developed spinal tuberculosis, which required long¬
time treatment and convalescent care. Jerry's mother developed
a marked dislike for him because he interfered with her social
life. This mother's interest centered primarily in herself.
As long as the demands of her children did not prevent her
from taking part in social activities, she seemed to get along
very well at home. The demands on her time and attention by her
son were so frustrating that she completely ignored him and his
need for medical treatment.
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Parental Overprotection
Some parents are completely unconscious of their hatred of the child.
Sometimes early in the child's life, the parents became conscious of their
hate and dislike for the child, and feel horrified at having such un¬
natural feelings. The reaction of horror causes the parents to repress
their feelings of hatred from consciousness. Soon thereafter, they be-
1
come troubled by fears that some catastrophe might happen to the child.
When the child is stricken by a crippling disease, the parents become
deeply anxious about the prognosis and the outcome of the disease or the
treatment.
Among the group studied, there were five parents in this category.
They tended to regard the medical treatment as an end in itself, and ig¬
nored the feelings of the child. The lack of immediate improvement seemed
to them a reflection of their own inadequacies. These parents felt that
the child was not receiving sufficient medical treatment at the Clinic
and, therefore, transferred the child to another hospital.
The following case illustrates a seven year-old girl who was transferred
to Illinois Research by her parents due to their overprotective attitude,
Barbara, a small blonde child, seven years of age,
developed osteomyelitis at the age of six years. She had
been treated at the hospital, and was attending the out¬
patient clinic. The affected right leg was not improving
satisfactorily, but the doctor was attempting treatment
without surgery. Barbara's mother, a plvimp, friendly,
overrdielmed woman was unable to accept this long-time treat¬
ment. She, therefore, took Barbara to Illinois Research.
The doctor there recommended amputation at the knee. With
little thought the mother agreed. The mother appeared satis¬




It is self-evident that the parents who indulge their child do not
love the child with a real adult love. V/hen the parents permit the
child his every liberty and every satisfaction, they are not training
him to be able to tolerate the many frustrations and deprivations that
physical impairment imparts. There were three children in the study
who had indulgent parents. They were able to persuade their parents not
to take them to the Clinic. This was usually engineered by having temper
tantrums, becoming frightened and crying whenever attending the Clinic
was mentioned, or by appearing to be well.
Thomas, age 9, who was born with a congenital club foot,
had been receiving treatment at the Clinic. Thomas' father
was deceased and his mother was a weak, indulgent person.
The mother, due to her ovra anxiety and guilt in regard to
this congenital condition, granted Thomas his every wish.
Thomas' own emotional insecurity prevented him from accept¬
ing medical treatment. Every time his mother attempted to
bring him to the Clinic, he would become frightened and
start to cry. This his mother could not endure; consequently,
she did not force Thomas to come.
Family Disequilibrium
Family equilibriim, because of its human element, is always precari¬
ous. Events from without or changes within can disturb its functioning
and place unmanageable strains on all of the family members. Such trau¬
matic experiences as death, serious illness, and loss of income have re¬
percussions on the lives of all. ^
Three of the children studied failed to continue treatment due to the
death of a parent or sibling, and the loss of income inflicted a financial
Trances Dpham, A Dynamic Approach to Illness (New York, 1949),
p. 22.
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problem regarding transportation to the Clinic, "/fhere the mother assumed
the role of bread winner, she could not bring the child to the Clinic
and had no one else to bring him for her.
The following case illustrates a mother who was interested in her
daughter’s illness, but due to their family situation could not function
effectively,
Jane, age 9, had developed tuberculosis of the left
knee. During the course of treatment, her father expired
leaving her mother to support seven children. The mother
began working in a factory, six days a week. Although
Jane's condition was im.proving, there were no relatives
or friends who could continue to bring Jane to the Clinic
when the mother could afford carfare. The mother attempted
on several occasions to bring Jane, but soon found she was
jeopardizing her job and had to discontinue. The mother
had the care and interest of all her children in mind, and
could not give Jane this needed attention.
Throughout the sample, it was evident that the parents’ and children’s
understanding of the medical and emotional factors was insufficient. This
lack of understanding prevented both parents and children from functioning
effectively with regard to treatment. In some cases non-acceptance of
the child’s illness by the parent was prevalent and the child, consequent¬
ly, did not accept it. Also the parent had not established a good re¬




Since orthopedic abnormalities remain common in children, the communi¬
ty should be concerned about the nature and extent of an ever-present
threat to the future of its young citizens.
The purpose of the study was to determine why twenty-five children
with serious orthopedic conditions failed to continue their course of
prescribed medical treatment at the Orthopedic Clinic, Cook Comty
Hospital, Chicago, Illinois.
The current literature on the crippling diseases in children indicates
the importance of vmderstanding the child as a whole. This involves con¬
sideration of the medical as well as the social and emotional factors.
If the emotional needs of the child are not understood by those ministering
to the child’s needs, the unfavorable influence they create may have
transitory as well as permanent effects on the child’s health and well¬
being. For all children, parental support, in meeting axieties and fears
connected with an illness or handicap, is basic to successful physical
recovery and emotional well-being. When the child feels secure in their
love and acceptance, he is able to relax and be amenable to the healing
efforts of others.
Of the twenty-five patients studied, thirteen were Hegroes, ten were
white, and two were of Puerto Rican racial origin. Their ages ranged from
seven to sixteen years of age. Fourteen of the patients studied were boys
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and eleven were girls.
Twenty-two of these children were attending public school, and three
were attending special schools. The twenty-five patients were of two
denominational groups, namely. Catholic and Protestant. Fifteen of the
patients were bom in Illinois, and ten were bora in other states.
Of the twenty-five patients studied, seven had poliomyelitis, six
with tuberculosis, five with club foot, three with osteomyelitis and dis¬
location respectively, and one with Osgood-Schatter’s disease. Of the
twenty-five patients studied, ten presented good prognoses according to
their respective diagnoses, fourteen had a fair prognoses, and only one
had a poor prognosis. It was, therefore, assumed that the majority would
probably have a satisfactory recovery from their illness.
The study revealed that disturbed parent-child relationships and
family disequilibriimi served as the major contributory causes to discon¬
tinuation of medical treatment at the Clinic.




Parental rejection category contained the largest number of cases,
fourteen. Parental overprotection and parental indulgence followed respec¬
tively with five and three cases.
In order to understsind parental attitudes, it was necessary that the
social worker know the parents, the family situation, and the interaction
of the family members. It was ascertained that a variety of causes could
disturb family imbalance, and affect the feelings of the parents toward
the ill child. Sometimes the mother or father could not accept the child’s
physical condition, which was particularly true of congenital abnormalities.
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Lack of acceptance of medical treatment was manifested by rejection, over-
protection, or indulgence.
Family disequilibrium served as another major contributory cause of
discontinuation of medical treatment at the Clinic. Such traumatic ex¬
periences as death, serious illness, and loss of income had repercussions
on the lives of all. Among the group studied the latter created a real
problem with regard to arranging transportation of the child to the Clinic.
There were three cases in this category.
In order to curb the high incidence of children who are failing to
continue their course of medical treatment at the Clinic, the writer wishes
to make the following recommendations. These recommendations are being
made on the basis of observation and analysis of the setting and data ob¬
tained. The writer feels these recommendations will provide for a more
satisfying treatment experience for the Clinic clientele.
1. The Clinic should attempt to re-organize its program and schedule,
so as to have separate clinics according to ages and diagnostic groups.
It is strongly felt that this approach would enhance the services to the
patient. This recommendation is made in view of the fact that adults and
children are seen concurrently.
2. Due to the size of the patient load, an increase in doctors, nurses,
and social workers would greatly enhance the services to the patients,
3. Adequate space would probably curb the number of patients failing
to keep their clinic appointments. It is assumed with the new bond issue
a larger Clinic Building is in the process of planning. The early comple¬
tion of such a building would be gratifying to everyone,
4. Complete Social Service coverage is recommended to curb the number
of delinquent patients. The social worker would endeavor to assist the
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patient in working out a satisfactory emotional adjustment in relation to
his condition. In the initial interviews she would discuss areas which
might keep the patient from the Clinic; such as carfare, working hours,
and family relationships.
5. The social worker should have direct access to psychiatric consul¬
tation, in order to increase effective treatment in selected cases. As
of this writing there was no immediately accessible psychiatrist on this
service.
6. The need for fuller orientation of internes and residents regard¬
ing the value of medical social service in the Clinic. This approach would
enable the doctors to be more aware of the social and emotional problems
presented by the patients and, therefore, would enable them to refer more
cases to the social worker.
Good medical care requires that a proper balance and coordination exist
among all the disciplines through which medical services are provided. The
writer felt that the Clinic staff worked admirably as a team to facilitate
maximum health benefits to orthopedic patients. The writer hopes the find¬
ings from this study will make a contribution in decreasing the ntamber of
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